ABSTRACr Leiomyomas account for about 2% of benign tumours of the lower respiratory tract. From the relatively few cases reported in the literature, it appears that these tumours most commonly occur in the fourth decade, although one third of patients are under the age of 20 years. The distribution of leiomyomas favours the distal part of the tracheobronchial tree and the most common site for tracheal lesions is the membranous portion of the lower third. Over 90% of pulmonary parenchymal leiomyomas, which themselves are more common in women, are incidental findings on chest radiographs whereas bronchial lesions are important causes of irreversible lung damage. Tracheal lesions may present as bronchial asthma. Accurate early diagnosis rests on a high index of clinical suspicion and histological examination of bronchoscopic biopsy specimens or frozen section material obtained at exploratory thoracotomy. Treatment (fig 4) . Bronchoscopy showed a small sessile nodule about 5 cm below the vocal cords on the posterior membranous portion of the trachea. The rest of the bronchial tree appeared normal. Brushing smears from the lesion showed no malignant cells and biopsy of the tracheal nodule revealed a benign leiomyoma. The broad base of the nodule ruled out endoscopic resection and the tumour was therefore excised with a small margin of normal membranous wall. The defect was repaired with four absorbable sutures. Histological examination confirmed the diagnosis of a benign leiomyoma. The patient made an uneventful postoperative recovery and was discharged on the seventh postoperative day. CASE 3 A 5 year old boy was admitted in August 1956 for investigation of chronic left lung disease. He was healthy with normal milestones until 4 years of age, when he had two episodes of pneumonia within four months, after which he remained breathless on exertion, with a persistent cough. On admission a chest radiograph showed complete collapse of the left lung and gross displacement of the mediastinum to the left. Bronchograms suggested obstruction of the left main bronchus at the level of the carina. Bronchoscopy confirmed complete obstruction of the bronchus with a soft tumour. As much tumour as Radiological features include the sequelae of bronchial obstruction. The tumour may be obscured by the features of atelectasis or pneumonitis. Hyperlucency due to air trapping and even pneumothorax have been reported. Tracheal leiomyomas may be seen on plain radiographs of the thoracic inlet, especially in the lateral view. '3 Tomography is an excellent method of showing tracheal lesions and is useful for delineating leiomyomas in the rest of the bronchial tree. The place of computed tomography for evaluating these tumours has yet to be explored. The absolute diagnosis of leiomyomas of the lower respiratory tract is by bronchoscopy, which gives direct visualisation, and biopsy material is sent for histological examination. Frozen section is required, in the absence of a preoperative tissue diagnosis, when an atypical tumour is found at thoractomy. This obviates unnecessary lung resection.
PATHOLOGY
Leiomyomas of the trachea and bronchi arise from the smooth muscles of the tracheal and bronchial wall and grow as polypoid tumours, usually with broad bases. Typically bronchial leiomyomas extend along the bronchial lumen for a considerable distance, as tongues of soft tissue.'4 While tracheal and bronchial leiomyomas are very cellular neoplasms, with minimal vascular or stromal fibrous component, parenchymal lung tumours tend to be of a White, Ibrahim, Forrester-Wood, Jeuyasingham (table 2) .
Parenchymal lesions usually require a less radical procedure and about one third have been treated by segmental resection, although a proximal parenchymal lesion compressing the bronchial tree may still make lobectomy necessary as in the first of our cases. It has been suggested that in many reported cases of lobectomy or pneumonectomy a less radical operation such as segmental or sleeve resection might have been preferable had the histological diagnosis been known before completion of the surgical procedure. 2 Other conservative procedures include bronchotomy and local resection, and bronchoplastic resection, which has been used successfully in bronchial adenomas. 4 19 Hurt8 describes closure of a defect in the bronchial wall with a Gebauer skin graft. Only two bronchial leiomyomas have so far been successfully removed bronchoscopically. 4 We found that in our case 3 the bronchial tumour was too extensive for complete removal, and in any event irreversible pulmonary changes beyond the lesion necessitated lung resection.
Tracheal leiomyomas have been dealt with in three ways: firstly, by bronchoscopic removal; secondly, by excision of the tumour via a tracheotomy incision as in our second case; and, thirdly, by circumferential resection with primary end to end anastomosis.7 Since these lesions are benign and well circumscribed, the most conservative treatment appropriate to the lesion is recommended. A broad base of attachment to the membranous portion of the trachea is, however, typical and this precludes bronchoscopic resection in most cases.
